S
olitary fibrous tumor (SFT) is a mesenchymal tumor that usually arises from the pleura. 1 Although SFTs recently have been reported in various other regions, SFT in the head and neck is rare and has often been misdiagnosed due to its rarity. [2] [3] [4] In this article, we present a case of SFT arising in the parapharyngeal space. The clinical presentation, surgical management, and pathological findings are described.
A 19-year-old Japanese man initially visited our hospital with a 3-year history of limited right shoulder abduction and a 6-month history of swelling in the throat. Physical examination detected a large mucosal covered mass in the right oropharynx. A mobile mass was also palpable in the right upper neck. No trismus was observed. Computed tomography (CT) scan showed a heterogeneously enhanced large mass in the right prestyloid parapharyngeal space. Carotid artery and internal jugular vein were displaced laterally by this lesion. Magnetic resonance imaging (MRI) showed this lesion to be clearly circumscribed with a lobulated contour, showing homogenous high signal intensity on T1-weighted images and heterogeneous high signal intensity on T2-weighted images (Fig 1) .
Considering these findings, we diagnosed this case as paraganglioma that involved the spinal accessory nerve and planned the surgical treatment. Salivary gland tumor arising from the deep lobe of parotid gland and schwannoma were considered as differential diagnosis. To minimize the blood loss during resection, the right ascending pharyngeal artery was embolized the day before the surgery. The transcervical approach was used for the resection. Anterior dislocation of the mandible and removal of the mastoid tip provided a sufficient surgical field for the tumor in the parapharyngeal space to be successfully resected. The spinal accessory nerve was sacrificed because the nerve was involved in the lobulated tumor. No adhesion was observed between the parotid gland and the tumor. Gross examination showed the tumor to be lobulated with a smooth surface measuring 70 ϫ 50 ϫ 25 mm. Histopathologic examination findings demonstrated prominent vascularity with "hemangio-pericytomatous pattern." The tumor was mainly composed of spindle cells with varying amounts of collagen known as "patternless pattern." Immunohistochemically, the tumor tissues were strongly positive for CD34 but negative for S-100. On the basis of these findings, the tumor was diagnosed as SFT. The postoperative course was uneventful. Transient facial nerve paralysis was observed but successfully disappeared within 3 months. The patient has been followed up for 2 years with no evidence of recurrent disease.
DISCUSSION
SFT is traditionally known as a tumor arising from pleura. 1 Recently, SFTs have been reported in various other regions, including the head and neck, but are rarely seen in the parapharyngeal space. To date, only 5 cases have been reported in the English-language literature. [2] [3] [4] SFTs in the parapharyngeal space cause symptoms, such as sore throat, difficulty in swallowing, change of voice, trismus, otologic disorder, enlarged tonsil, nasal obstruction, and paralysis of the soft palate and tongue. [2] [3] [4] As for imaging, SFTs are seen as well-defined, lobulated, and homogeneous iso-density lesions on plain CT scans and as heterogeneously enhanced lesions on contrast CT scans. On MRI imaging, SFTs are observed as hypo-to iso-intensity lesions on T1-weighted MRI, as heterogeneous high intensity lesion on T2-weighted MRI, and as lesions with varying degrees of contrast enhancement on gadolinium-enhanced T1-weighted MRI. 4 Due to its rarity, uncommon location, and various degree of enhancement, in the previously reported cases as well as our case, the diagnosis of SFT was not made until the excised tumor was subjected to histopathologic and immunohistochemical examination.
Microscopically, SFTs are not encapsulated but are clearly circumscribed with fibrous tissues. They are composed of spindle cells with varying amounts of collagen arranged randomly and known as patternless pattern. 1 In addition, various vascularity and numbers of spindle cells are located in collagenous background and described as hemangiopericytomatous pattern" as shown in the present case. Immunohistochemically, SFT reveals diffuse and strong positivity for CD34 and negative for S-100 protein, as also seen in the present case.
So far, SFTs arising in the head and neck region are reportedly nonmalignant. However, 13% to 37% of reported SFTs in the other regions were associated with local recurrence or histologic malignancy.
1 Large tumor size, high cellularity, pleomorphism, numerous mitoses, presence of necrosis, and invasion into surrounding tissue suggest aggressive behavior. 1 The recommended treatment is complete resection with a sufficient margin. 5 Although postoperative adjuvant treatment with radiotherapy and/or chemotherapy has been performed, its effect remains undetermined. 3 Resectability is the single most important indicator of clinical outcome. 1 The tumor should be regarded as potentially malignant with recurrence up to 30 years after surgical excision. 5 In the present case, the tumor was massive and the paralysis of the spinal accessory nerve due to the tumor involvement was observed. Even though a complete resection was performed, careful long-term follow-up should be performed in the present case. 
